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TABLE 1

Charges Under Which an Aggressive Incident
Could be Listed

1. Disobedience of a lawful order from a penitentiary
officer, e.g. refusing to leave an area when told.

2. Assault or threatened assault on another person.

3. Damage to government property or the property of
another person, e.g. destroys cell.

4. Indecent, disrespectful or threatening actions, language
or writing toward another person.

5. Willful disobedience of any regulation governing the
conduct of inmates, e.g. willfully engages in known
unlawful activity.

6. Possession of contraband e.g. uses dangerous weapons.

7. Any act calculated to prejudice the discipline or good
order of the institution, e.g. creating a disturbance.

TABLE 2

Drug Classification

Drug

All high and low classifications are daily dosages

Unit (mg)
<4 units = low,
>4 = high

Anxiolytic
Diazepam
Chlordiazepoxide
Hydralazine
Meprobamate

5
25
50

400

Antipsychotic
Chlorpromazine
Thioridazine
Pericyazine
Methotrimeprazine
Trifluoperazine
Haloperidol
Perphenazine-amitriptyline

50
50
10
10
2
1

1-13

Antidepressant
Imipramine
Amitriptyline

Sedatives and Hypnotics
Methyprylon
Pentobarbital-carbromal
Methaqualone-diphenhydramine
Secobarbital
Amobarbital-secobarbital
Glutethimide
Phenobarbital
Chloral hydrate
Furazepam

25
25

300
98-259
250-.25

10
20
50
20

500
30

incident and the nature of the charge. They included
mainly direct physical aggression, i.e. fighting, destruction
of a cell or self-mutilation. Excluded from the group were
those who suffered from chronic physical disease or injury,
those who were not in prison for the full six months or
those who had been found to be hoarding contraband
medication or who were intoxicated or on medication from
any non-medical source.

The selected group therefore had a history of aggressive
behavior in the past and in the period studied. They were
all males of varying origins, ranging in age from 18-50 years.

Prescription of Medication
Psychotropic medication is prescribed in the institution

by the physician or the prison psychiatrist following
interviews with the patient. Inmates receive medication at
prescribed times and in prescribed dosages, from institution
nurses who ensure the medications are taken as prescribed.
If medication is refused, it is generally discontinued.

In many instances the physician or psychiatrist pre-
scribes the medication on a cyclic basis, i.e. one week on,
one week off, or some similar pattern, to discourage
habituation. Exact records therefore existed for dosage and
time periods on any medication ordered for a patient.

The psychotropic drugs were classified into four groups:
1. Antianxiety agents.
2. Antipsychotics.
3. Antidepressants.
4. Sedatives and hypnotics.
Dosage was also classified high or low (see Table 2). An

inmate was considered to be on medication on the first day
received and to be off it on the last day received.

Following documentation of the above records the
following ratio was calculated for each inmate and then for
the aggressive group as a whole: number of aggressive
incidents per man day on psychotropic medication vs.
number of aggressive incidents per man day not on
psychotropic medication. This ratio enabled us to compare
aggressive incidents in a group with an aggressive history to
incidents occurring when participants were on or off
psychotropic medication.

Findings
From a population of 375 inmates in the institution, 82

or 20 percent had a history of an aggressive background and
of aggression in the period studied. Of this group, 28
inmates received some psychotropic medication during the
time studied, 19 did not, and 35 were disqualified.

The average total time per individual on any kind of
psychotropic medication during the time period studied
was 66.6 days or 36.6 percent of the period studied. This
varied widely in individuals; eight inmates received the drug
more than 50 percent and less than 75 percent of the time,
while seven inmates received the drug more than four
percent and less than 25 percent of the time.

Of the 28 inmates who received some psychotropic
medication, 22 showed a greater ratio of aggressive in-
cidents per days on medication than when off medication.
For the whole group of aggressive inmates who had received
some psychotropic medication the ratio revealed: 66
aggressive incidents per 1866 days on psychotropic medica-
tion, as compared to 44 aggressive incidents per 3,230 days.
not on any psychotropic medication, i.e. a ratio of 3.54.
There were therefore 3.54 aggressive incidents per 100 days
caused by inmates on psychotropic medication and only
1.36 aggressive incidents per 100 days for those same
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inmates when not on any psychotropic medication.
These results are highly significant statistically (p.

<.001) with a 250 percent increase in aggressive incident
rate while on psychotropic medication. The rate of 1.36
aggressive episodes per 100 days off medication compares
favorably with the rate of 1.79 for inmates with an
aggressive background who did not receive any psycho-
tropic medication during the period studied. This would be
expected because the medication group were off more days
than on.

The average number of aggressive incidents for the
medication receiving group was 3.92 and 3.26 for the group
not receiving medication. The group who did receive some
medication were not significantly more aggressive as a
group over the whole time period studied, but their acts of
aggression were clearly tied to the taking of psychotropic
drugs. In both groups the vast majority of incidents were
very physically aggressive (i.e. assault, destroying cell to
point of kicking down walls, etc.). In the group receiving
medication the aggressive incidents were spread throughout
the group and the time period. The average length of drug
course was 11.4 days, ranging from one to 26 days.

Breaking down the psychotropic medication into drug
classes (see Tables 3 and 4) one immediately sees that, except
for one case of an antianxiety/antidepressant combination
where the rate is almost doubled, any class containing anti-
anxiety agents shows a marked increase in the rate of
aggressive incidents. This is most marked in the antianxiety,
sedative and hypnotic class, where there is an almost 500
percent increase; when antipsychotics and antianxiety
agents are combined, there is a 280 percent increase. This
represents an average increase in rate of 360 percent.

For the other classes the average increase in rate is only
200 percent, with a high increase of 230 percent for
antipsychotics. This is less than the lowest of the anti-
anxiety classes, excluding the antidepressant combination
which may have some sort of dampening effect on the
antianxiety agent. Since diazepam accounts for 81.3 per-
cent of the antianxiety group, this group is considered as
being chiefly represented by diazepam.

While dividing the groups into two classes is somewhat
artificial, the striking increase in aggressive incident rate
seen in antianxiety classes shows a significant (p< .02 98
percent level) increase (180 percent) when compared to the
aggressive incident rate of the other medication classes
combined. Antianxiety drugs are therefore most implicated
in causing an increase in aggressive incidents. In some cases
the aggressive incident rate doubles as the dosage of
antianxiety agents is increased from low to high (see Table
4).

In the antianxiety, sedative and hypnotic classes the rate
doubles when either is high as compared to when both are
low and doubles again when both are high, to a 500 percent
increase over when both are low or an astronomical 1,000
percent increase in aggressive incident rate as compared to
no medication. This response was not seen with sedatives
and hypnotics alone or when combined with anti-
psychotics; rather, a decrease in rate was observed when
moving from low to high dosage. The combination of
sedatives and hypnotics with antianxiety agents may
therefore be acting to potentiate the dosage effects of the
sedatives and hypnotics. Methyprylon was the sedative and
hypnotic prescribed in 69 percent of the cases.

Of the total psychotropic medication used, 70 percent
was prescribed by the prison psychiatrist. Due to the
psychiatrist's workload, an average wait of nine days

existed between psychiatric referral and the actual psychi-
atric consultation. Even requests from the prison physician
for referrals averaged a three day wait. The aggressive
incident rate per 100 days during the waiting period from
request for consultation to being put on medication was
1.32. This compares with the rate of 1.36 incidents seen for
the whole period off medication. This seems to disprove
any disclaimer that the aggressive incidents occurred be-
cause the inmate was anxious and unable to control his
frustrations, or would have been aggressive regardless of
drug ingestion, since the inmate was better able to control
his aggression until he received the psychotropic medica-
tion, whereupon the aggressive incident rate almost triples.

Psychotropic medication was often prescribed to prevent
recurrence of anxiety or hostility and its use would be
cyclic (i.e. two weeks on, one off etc.) extended over a time
period. This method of time on and off medication seems
to be a rough method of randomizing the usage of
psychotropic medication time. The second cycle of time
(i.e. second two weeks on) accounted for 26 percent of the
total drug days. The aggressive incident rate between
periods of medication (i.e. the one week off) was only 0.98.
The aggressive act was not therefore just coincidental with
the use of psychotropic medication.

Discussion
The prison environment provided several limiting forces

not available in a civilian population. It provided a group of
known aggressive personalities whose behavior could be
easily documented for the period studied. Some environ-
mental control was possible: all subjects were housed
within a single building with little variance in food,

TABLE 3
Drug Classes and Rates

Medication

None received

Sedatives and
Hypnotics

Antipsychotics
Anxiolytics

Antidepressants
Antipsychotics
and
Anxiolytics

Sedatives and
Hypnotics and
Anxiolytics

Antipsychotics
and Sedatives
and Hypnotics

Anxiolytics and
Antidepressants

TOTALS

Days

3,230

593
221
257

18

71

309

317

Rate
Incidents/

Incidents 100 Days
44 1.36

15
7

10
0

3

20

9

2.53
3.17
3.89
0.00

4.22

6.44

2.80

80 2 2.50

5,096 110

CANADIAN FAMILY PHYSICIAN/NOVEMBER, 1975 65



clothing, habitation or routine. The use of psychotropic
medication could also be easily and accurately documented
and dispensed in a manner which ensured patient com-
pliance.

The prison environment is also one in which aggression is
more apt to occur. Aggression is encouraged by the
frustrations of limitations in personal expression, restricted
space and difficulties in personal and sexual relationships.
Also in a prison society violence and aggression are not only
socially acceptable but often status gaining; since a captive
man is unable to escape his problems and other forms of
expression are limited, violent aggression often results.
These factors, compounded in a known aggressive per-
sonality who in the past has dealt with frustration by
violent aggression, provided an excellent testing group for
the hypothesis that psychotropic drugs may facilitate this
behavior.

The giving of psychotropic medication, especially anti-
anxiety agents, appears to make the acting out of aggression
easier, and usually in the violent manner seen in a prison
society. Perhaps antianxiety agents do not act to relieve
anxiety and the frustration but only to remove the anxiety
and inhibitions about aggressive acts.

Considering that certainly not all aggressive personalities
are in prison, that frustrations also abound in society and
that diazepam is the most commonly prescribed drug in the
United States, with chlordiazepoxide third,5 the implica-
tions of the combination of antianxiety agents and aggres-
siveness are astounding. Further, considering the paucity of
information concerning the effects of psychotropic medica-
tion on select groups or on the mechanisms of these drugs,
more investigation seems mandatory. <
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TABLE 4

Dosage Breakdown and Rates (I ncidents/100 days)

Medication Days Incidents Rates

Anxiolytics
Low 243 9 3.70
High 14 1 7.14

Sedatives and Hypnotics
Low 245 8 3.27
High 348 7 2.02

Antipsychotics
Low 157 7 4.52

High 64 0

Antidepressants
Low 18 0

Anxiolytics, Sedatives
and Hypnotics Combined
Both low 73 2 2.74

AAs low, SHs high 160 10 6.25

AAs high, SHs low 40 3 7.50

Both high 36 5 13.89

AAs low, ADs low 53 1 1.89

AAs low, ADS high 27 1 3.70

Anxiolytics and
Antipsychotics Combined
Both low 69 3 4.35

AAs low, APs high 2 0

Antipsychotics, Sedatives
and Hypnotics Combined
Both low 175 7 4.00
APs low, SHs high 90 2 2.22
Both high 52 0
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